Context Whether immunosuppressive treatment adversely affects survival is unclear.
INTRODUCTION
A common dilemma faced by patients with inflammatory diseases is whether the benefits of systemic immunosuppressive therapy warrant the associated risks. Of particular concern is the possibility of inducing a life threatening illness, such as cancer, in the process of achieving symptomatic benefits. Accurate information about the true extent of long term risks with such therapy is needed to inform clinical decision making for these patients. Observational studies-which provide most of the available evidence on the topic-are potentially subject to indications-for-treatment bias, because the conditions serving as the indication for immunosuppression are themselves often associated with an intrinsically higher risk of mortality or cancer, and the patients with more severe disease are more likely to receive the treatment. 1 Available reports about the risk of mortality after immunosuppressive therapy outside the transplant setting are limited. A study of several hundred patients with rheumatoid arthritis treated with ciclosporin found no increased risk of mortality associated with this drug. 2 One large observational study of patients with rheumatoid arthritis found no increased risk of overall mortality with tumour necrosis factor (TNF) inhibitors; 3 another reported no increased risk of overall or cancer associated mortality. 4 Findings of studies in patients with rheumatoid arthritis differ about whether use of corticosteroids increases [5] [6] [7] [8] or does not increase 9 10 mortality risk. More information is available about the risk of cancer after immunosuppressive treatment. 1 The weight of evidence suggests that use of azathioprine and methotrexate for inflammatory diseases does not substantially increase the overall risk of cancer; the limited information about mycophenolate mofetil is also encouraging. Data about T cell inhibitors are limited outside the transplant setting. One report suggested no increased overall risk of cancer among patients with rheumatoid arthritis, 2 whereas results in patients with psoriasis indicated a higher risk of leukaemia and of non-melanomatous skin cancers, 11 which might be related to potentiation of the adverse effects of psoralen and ultraviolet A treatment by ciclosporin. 1 Strong evidence exists for increased risk of skin, haematological, and (for cyclophosphamide) bladder cancers in connection with alkylating agents, 1 and a few reports have indicated that mortality from all types of cancer is increased following treatment with such drugs. 12 13 A meta-analysis of patients with rheumatoid arthritis randomised to TNF inhibitor therapy in clinical trials found a 3.3-fold higher risk of cancer over 22-54 weeks' follow-up.
14 However, several large observational studies following patients with rheumatoid arthritis over substantially longer periods 3 15-17 and one study of patients with Crohn's disease found no increased overall risk of cancer. 18 Non-infectious ocular inflammatory diseases provide a model system wherein the disease serving as the indication for immunosuppression seems unlikely to confer an increased risk of cancer or mortality, potentially avoiding the problem of indications-fortreatment bias. Here we report the primary results of a large scale retrospective cohort study evaluating the relation between immunosuppressive treatments and mortality in these patients-the Systemic Immunosuppressive Therapy for Eye diseases (SITE) cohort study.
METHODS
The SITE cohort study methods have been described in detail previously. 19 Briefly, all eligible patients seen at five academic ocular inflammation practices in the United States during the years 1979-2005 contributed to this analysis. The time period was selected based on the years covered by the National Death Index at the time of the study. Eligible patients had a non-infectious ocular inflammatory diagnosis (uveitis, scleritis, cicatrising conjunctivitis of mucous membrane pemphigoid, and other conjunctival, corneal, optic nerve, and orbital inflammatory diseases). Patients known to have HIV infection were excluded. Patients diagnosed with cancer before cohort entry were excluded from the primary within cohort survival analyses, but were included for comparisons with the United States general population (which includes people with pre-existing cancer).
The centres directly managed immunosuppression in most instances, and kept detailed records that were available for review. Data about demographic, clinical, and treatment characteristics were obtained from medical records by a structured, protocol-driven review of every visit of every patient. At four centres, all eligible patients identified were studied. At the fifth centre, because of a larger volume of patients and limited resources, a random sample of about 40% of the eligible patients were studied, oversampling subgroups likely to have received immunosuppression and patients treated early in the period of observation, 19 so as to maximise the information gained about immunosuppression and mortality. Reviews were done by five residency trained ophthalmologists with masters level or higher epidemiology training and one highly experienced ophthalmic technician and research coordinator. Use of immunosuppressive agents before cohort entry was noted along with the dosages of immunosuppressive agents and corticosteroids at all clinic visits. The broad range of additional data collection has been described previously. 19 Quality control features built into the data system required immediate correction or verification of unlikely values. Records of patients who had been seen at more than one of the participating centres were merged.
Data on mortality incidence during 1979-2005 inclusive were obtained by linkage of patient identifiers to the US National Death Index, 20 which provides near perfect ascertainment of mortality when US social security numbers are available (as in about 90% of our cohort). 21 22 Ascertainment of mortality using this approach is outstanding even based on the other identifiers we used. 21 Perfect matches on social security number, all names, and date of birth were accepted as matches. Possible matches with inconsistencies or missing values in one or more of these fields were manually reviewed, and adjudicated by consensus.
Causes of death were obtained using the National Death Index "plus" feature, extracted from death certificates in the same manner as for US vital statistics, which has 96% code-recode reproducibility. 23 Return of cancer codes (international classification of disease [ICD]-9 codes 140.0 to 208.9, 239.0 to 239.9, or ICD-10 codes C00 to C97) as the cause of death were taken as indicating a cancer death, within which return of lymphoma codes (ICD-9 codes 200.0 to 202.9 or ICD-10 codes C81.0 to C85.9) were taken as indicating a lymphoma death.
The study was approved by the participating centres' institutional review boards, each of which approved waiver of consent for this retrospective study, and also was approved by the National Death Index review board. The study was conducted in compliance with the Declaration of Helsinki.
Statistical analysis
Person time at risk of mortality was calculated beginning from 1 January 1979 or the first study centre visit (whichever was later) and ending at either the person's death or 31 December 2005, the last day on which death could have been detected. Person time before use of any immunosuppressive drug was counted with the unexposed group, whereas person time during or after use of an immunosuppressant was counted in that exposure group. Patients who were started on one or more additional immunosuppressive drugs continued to be counted as exposed to the first immunosuppressive drug to the end of follow-up, and also were counted as exposed to the additional drugs from the point of starting the additional drugs onwards. Cumulative and highest observed doses and duration of observed therapy were calculated.
To compare mortality in the cohort with that in the general population, US vital statistics mortality data (wonder.cdc.gov, accessed on 18 February 2009) were downloaded within strata of sex, race, and age (using five year age bands). Cohort data were sorted into the same strata, whence standardised mortality ratios (SMRs) and standardised cancer mortality ratios were calculated to make the comparison of mortality experience, adjusted for age, race, and sex.
For the within cohort survival analysis, Cox regression 24 was used to adjust for potentially confounding variables: age, race, sex, smoking status, site of ocular inflammation, systemic inflammatory disease diagnoses, bilateral ocular inflammation, and other comorbidities as indicated by the Charlson index, which assigns points based on the presence and severity of systemic diseases. 25 The categories presented in table 1 were used for categorical variables. Cox models were developed for each immunosuppressive agent, and for each class of agents, by forward stepwise selection among the covariates above (using the Wald χ 2 statistic, p≤0.05), but forcing the primary site of ocular inflammation into each model. Cox models evaluating quartiles and log transformed quantitative levels of both cumulative dose and highest observed dose also were constructed. All statistical analyses were done with SAS version 9.1 (SAS Corporation, Cary, NC).
RESULTS
During 1979-2005 inclusive, 10 885 patients meeting eligibility criteria were seen at the five participating centres and identified by reviewing all charts (fig 1) . At the largest centre, where a random sample of patients was studied, 2715 were not sampled, and hence were excluded. Two hundred and thirteen more were resident outside the United States, beyond the reach of the National Death Index. The remaining 7957 were observed over 68 751 visits, spanning 14 910 person years at the clinical centres. Of these, 2340 were treated with immunosuppressive drugs during observation at the clinical centres. Follow-up for mortality using the National Death Index to the end of 2005 covered 66 802 person years, including 49 486 person years unexposed to immunosuppressive drugs and 17 316 person years of time after exposure to immunosuppressants. Table 1 shows presenting characteristics of the cohort. Because the analysis of exposure was time dependent, with patients moving from the unexposed to exposed groups, fixed characteristics of each patient who contributed person time to each exposure category are included in every category to which they contributed. The median age at presentation was older among patients who were treated with alkylating agents (53.8 years) and dapsone (70.5 years), drugs that were often used for mucous membrane pemphigoid with ocular involvement (usually a disease of the elderly). The distribution of sexes across treatment groups reflected the greater frequency of ocular inflammation among females than among males. The frequency of treatment with antimetabolites and T cell inhibitors was similar across racial and ethnic groups, but white people were more commonly treated with alkylating agents, dapsone, and TNF inhibitors than other groups. Smoking status was similar across most treatment groups, but smoking was less common among patients treated with dapsone. Co-morbidity, as indicated by the Charlson index, was greatest in patients treated with TNF inhibitors or alkylating agents, and was least in patients who did not receive immunosuppression. Omitting mucous membrane pemphigoid itself, systemic inflammatory diseases were associated with ocular inflammation in 1986 patients (25.0%), the most common conditions being sarcoidosis (5.6%), juvenile idiopathic arthritis (3.8%), ankylosing spondylitis (3.7%), and rheumatoid arthritis (3.4%) (see supplemental table 1). Systemic inflammatory disease co-morbidity was less frequent among patients who never received immunosuppressive drugs (21.9%) than in those who were exposed to the drugs. Nevertheless, only a minority of patients who were exposed to the drugs had associated systemic inflammatory diseases-with the exception of those who received TNF inhibitors (74.2%).
During follow-up, 936 deaths occurred, 230 (24.6%) of which were attributed to cancer. Of these, 323 deaths occurred in patients exposed to immunosuppressive drugs and 613 in unexposed patients. The cohort's overall mortality risk-adjusted only for age, IQR=interquartile range. Data are number (%) unless otherwise stated. *Because the analysis of exposure to immunosuppressive agents was time dependent-with patients transitioning from unexposed to exposed (see statistical methods)-fixed characteristics of each patient who contributed person time to each exposure category are included in every category to which they contributed. Some patients used more than one class of immunosuppressive drug during follow-up. †Patients diagnosed with malignancy before cohort entry were excluded from subsequent cohort analysis, but were included in comparisons to general population (because individuals with pre-existing cancer are included in the vital statistics). ‡Other forms of ocular inflammation consisted of conjunctival inflammatory diseases not associated with mucous membrane pemphigoid, and corneal, orbital, and optic nerve inflammatory diseases. § Not all systemic inflammatory diseases are necessarily related to ocular inflammation. The count for patients with mucous membrane pemphigoid patients refers to systemic inflammatory diseases in addition to mucous membrane pemphigoid, the latter having been present in 100 of these patients. Many of the patients' systemic diseases were initially diagnosed and treated during follow-up, explaining why a large proportion of patients with immune mediated diseases appear in the no immunosuppressive treatment group at some point during follow-up. ¶Because use of immunosuppressive therapy was coded as a time dependent variable, some patients contributing person time to the "unexposed" group went on to receive immunosuppressive therapy at a later date. The number of classes of agents eventually used by the patients at some point during observation is given here. Except when only one class of drug was used, the sum of patients in the immunosuppressive drug columns will not add up to the number in the all patients column. Seven patients treated with intravenous immunoglobulin and none of the other immunosuppressive drugs are not included in any of these categories.
sex, and race-was similar to that for the US population, both for patients unexposed to immunosuppressive therapy (standardised mortality ratio The relation of immunosuppressive therapy to overall and cancer mortality is summarised in tables 3 and 4 (see also fig 2 and fig 3) . Non-treatment factors that were consistently associated with increased mortality risk in the within cohort comparisons (and were adjusted for in the models) included increasing age, African-American race, higher Charlson index score, active smoking, and a diagnosis of Wegener's granulomatosis or rheumatoid arthritis. A supplemental table compares overall and cancer mortality among treated cohort members with that of the US population using SMRs (see supplemental table 2), but these findings are less reliable because vital statistics data only included information on age, sex, and race, and not the remaining confounding factors.
After adjusting for confounding, the antimetabolites as a class of immunosuppressive drugs were not associated with a substantial increase in overall mortality (fully adjusted hazard ratio 1.08, 95% CI 0.86 to 1.37) or cancer mortality (0.89, 0.54 to 1.48). The most commonly used antimetabolites-azathioprine, methotrexate, and mycophenolate mofetil-were not individually associated with increased risk of overall or cancer mortality either. The tendency towards increased crude and demographic adjusted hazard ratios observed with antimetabolite therapy (see tables 3 and 4) corresponded to greater use of these drugs in patients who had systemic inflammatory comorbidities and were older.
Likewise, the fully adjusted within cohort comparison found no increased overall mortality risk associated with T cell inhibitors as a class (fully adjusted hazard ratio 0.81, 95% CI 0.59 to 1.11). Cancer mortality was not significantly increased with T cell inhibitor therapy either (0.78, 0.38 to 1.59). Overall and cancer mortality results for ciclosporin individually had a pattern similar to that for T cell inhibitors in general.
Alkylating agents as a class were not associated with significantly increased overall mortality in the within cohort comparisons (fully adjusted hazard ratio 1.17, 95% CI 0.85 to 1.61), but all-cancer mortality was nonsignificantly raised (1.74, 0.91 to 3.32). Comparison of overall and cancer mortality with that of the general US population gave similar results (SMR 1.06, 95% CI 0.88 to 1.26; cancer-specific SMR 1.42, 95% CI 0.99 to 1.98). Findings for cyclophosphamide followed similar patterns to those for alkylating agents as a class. Only 87 patients had been treated with chlorambucil, limiting statistical precision for evaluation of its association with overall and cancer mortality.
TNF inhibitors in aggregate were associated with significant increases both in overall mortality (fully adjusted hazard ratio 1.99, 95% CI 1.00 to 3.98) and cancer mortality (3.83, 95% CI: 1.13 to 13.01). Comparisons with mortality in the US general populationadjusting only for age, sex, and race-yielded similar results for both overall (SMR 2.62, 95% CI 1.30 to 4.71) and cancer mortality (cancer-specific SMR 4.05, 95% CI 1.28 to 9.53). Estimated risk ratios for etanercept and infliximab were similar in magnitude, but were non-significant, with a smaller number of observations. Little information was available about adalimumab, which was introduced shortly before 2005. Sensitivity analyses eliminating patients with systemic inflammatory co-morbidities did not substantially alter the SMR for TNF inhibitors, but because all but two deaths (neither of which was from cancer) were eliminated in this sensitivity analysis, confidence intervals became very wide. The 11 deaths observed in the patients on TNF inhibitors were all attributed to different causes. Six of the patients who died after taking TNF inhibitors had also taken alkylating agents during observation; formal interaction testing gave some suggestion of an interaction, but the result was not significant (fully adjusted hazard ratio for interaction 2.24, 95% CI 0.90 to 5.64).
Systemic corticosteroid therapy was not associated with increased overall (hazard ratio 1.13, 95% CI 0.96 to 1.33) or cancer mortality (1.02, 0.72 to 1.45) after adjusting for confounding. Patients exposed to dapsone likewise had no significant change in overall (0.92, 0.55 to 1.55) or cancer mortality (0.92, 0.28 to 2.99) in the fully adjusted within cohort analyses. Evaluation of potential associations between immunosuppressive drugs and lymphoma mortality risk showed no significant association, but these analyses had low Totals are less than sum of treatment categories because some patients received more than one treatment. Total number of patients excludes 329 patients for whom age, race, or sex (predominantly race) information was missing. Observed deaths and total person time are slightly lower than in table 1 because of exclusion of patients for whom age, race, or sex were missing for standardised mortality ratio calculations.
power because there were only nine lymphoma deaths among immunosuppressed individuals in this cohort. Evaluation of dose-response relations for individual antimetabolites, T cell inhibitors, alkylating agents, dapsone, and systemic corticosteroids did not show increasing risks of overall or cancer mortality with increasing cumulative dose or across a dose threshold, or with increasing highest observed dose. The data were insufficient to evaluate these relations for TNF inhibitors.
Within cohort survival analyses excluding patients with systemic inflammatory diseases gave similar results (see supplemental tables 3 and 4), except that data were not sufficient to conduct these analyses meaningfully for TNF inhibitors. Additional sensitivity analyses undertaken were: (1) exclusion of subsets of calendar time to address potential cohort effects; (2) exclusion of the first four years of follow-up to allow for a potential lag in the occurrence of adverse effects of treatment; (3) exclusion of patients who began followup after 1997 (to address potential concerns that slow growing tumours may not have caused death during the period of observation); and (4) exclusion of patients with mucous membrane pemphigoid and intermediate uveitis, who had SMRs significantly different from 1.0 (see supplemental table 2). None of these sensitivity analyses resulted in qualitatively different conclusions, and risk ratios were quite similar to those reported above, except that overall and cancer mortality risk ratios tended to be closer to 1 for patients treated with cyclophosphamide before 1998. The available data were insufficient to perform sensitivity analyses (2) to (4) for TNF inhibitors or to perform sensitivity analysis (4) for mycophenolate mofetil.
DISCUSSION
This retrospective cohort study of 7957 patients with ocular inflammation, 2340 of whom were treated with immunosuppressive drugs, found no significantly increased risk of death or of death from cancer among those who had received treatment with antimetabolites (predominantly methotrexate, azathioprine, and mycophenolate mofetil), T cell inhibitors (predominantly ciclosporin), dapsone, or systemic corticosteroids, after adjusting for confounding factors. Treatment with cyclophosphamide was not associated with significant increases in overall mortality, but there was a non-significant suggestion of increased cancer mortality. Data about treatment with TNF inhibitors were less methodologically robust than those for other drugs, but observations of significant increases in overall mortality and cancer mortality after TNF inhibitor therapy add to concerns about these treatments, especially in patients also treated with alkylating agents, and require further investigation.
Strengths and weaknesses of the study design A principal strength of this study was that the eye disease indication for use or non-use of immunosuppression was a non-lethal disease, overcoming the causal pathway of indications-for-treatment bias as effectively as possible outside a randomised trial, which is not a feasible study design option to address this question. 19 Indications-for-treatment bias has been a relevant concern for most previous studies on this topic.
1 Direct comparison with the US vital statistics verified that patients in this group who were free of systemic inflammatory diseases did not have a significantly increased risk of overall mortality or cancer mortality. Thus, the study methodology does seem to avoid the problem of indications-for-treatment bias. Concerns about entering both prevalent and incident cases into the study cohort also are minimised when the disease condition does not affect the risk of the study outcome.
Ascertainment of overall and cancer mortality using the National Death Index was probably excellent. [20] [21] [22] The duration of follow-up after exposure was favourable for all agents except mycophenolate mofetil and the TNF inhibitors (the latter of which were associated with increased risk despite limited follow-up time); exclusion of patients with less than eight years' follow up for mortality did not increase risk ratios, suggesting that the amount of follow-up time was sufficient to ascertain overall and cancer mortality for the other drugs. Because deaths from cancer are typically recognised easily, and because the proportion of mortality attributed to cancer was as expected, any effect of miscoding of death certificates on cancer mortality results was probably small. Although the study's ascertainment of immunosuppressive drug use (typically administered by the clinics) was probably excellent during follow-up at the clinics, some drug exposures before or after the period of management at participating clinics may HR=hazard ratio; CI=confidence interval; TNF=tumour necrosis factor. *For immunosuppressive agents, each comparison is of person time after exposure to the agent indicated compared with patients never exposed to any of the agents listed. For corticosteroids, the comparison is of person time after use of systemic corticosteroids versus person time before use of systemic corticosteroids. Fully adjusted models adjust for age, race, sex, smoking status, site of ocular inflammation, bilaterality of ocular inflammation, Charlson index score, and indicator variables for those systemic inflammatory diseases that were significantly associated with mortality in Cox regression. In addition to the agents listed, small numbers of patients taking leflunomide, tacrolimus, sirolimus, and adalimumab were included in the antimetabolite, T cell inhibitor, and TNF inhibitor groups, respectively. have been missed. Had such misclassification been sufficient to mask a true association between drug exposure and mortality, a substantially increased overall mortality among the unexposed cohort members compared with the United States general population would be expected, but no such pattern was observed (table 2) .
For most drugs, a large sample size and a substantial length of follow-up for exposed and unexposed patients allowed the conduct of a broad array of doseresponse relation analyses and sensitivity analyses, each of which supported the primary conclusions. However, for mycophenolate mofetil, chlorambucil, and TNF inhibitors the available information was less extensive. Additional follow up or more observations would be valuable for evaluation of these drugs. For the TNF inhibitor analyses in particular, dose-response and analyses excluding the first four years of follow-up or requiring long term follow-up were inadequate because of the limited extent of observations regarding these newer drugs. However, such analyses are generally used to unmask effects of high doses or remove possible "immortal person time" from an analysis, which would usually increase rather than diminish risk ratios.
Implications of the study Patients with ocular inflammation who take azathioprine, methotrexate, ciclosporin, dapsone, and systemic corticosteroids most likely do not increase their risk of mortality or cancer mortality substantially. Longer term follow-up of the cohort would be valuable to obtain more data about mycophenolate mofetil, for which the available follow-up time is currently limited, but the available data do not suggest increased overall or cancer mortality with this agent. These conclusions should be generalisable to other disease indications for immunosuppressive treatment unless a disease-treatment interaction that increases the risk of death exists for other diseases, which seems unlikely.
We are not aware of previous reports regarding mortality risk for most of the agents studied. However, our negative results are broadly consistent with published work on risk of cancer for the antimetabolites azathioprine, methotrexate, and mycophenolate mofetil. 1 One of two previous reports suggested an increased risk of leukaemia and skin cancers (among many cancers evaluated) with ciclosporin in patients who were treated with psoralen and ultraviolet A, 11 whereas our results, from a substantially larger cohort, suggest that ciclosporin does not increase overall or cancer mortality risk, consistent with the previous report regarding mortality. 2 The literature has been mixed regarding whether systemic corticosteroids increase the risk of mortality. [5] [6] [7] [8] [9] [10] Our results, which showed increased mortality when patients with systemic inflammatory co-morbidities are included but no increased mortality risk when they are excluded, support the view that systemic corticosteroid treatment does not itself increase the risk of overall or cancer mortality, but rather that the systemic disease that serves as the indication for such treatment increases mortality in these patients. Likewise, dapsone therapy does not seem to increase overall or cancer mortality.
Our study of about 500 patients with ocular inflammation treated with alkylating agents showed no significant increase in overall mortality. However, cancer mortality results were less reassuring. Cancer mortality was not increased to a statistically significant degree in either the fully adjusted within cohort comparison or the comparison with the general population, but in each case risk ratios were high and the 95% confidence intervals only narrowly included 1.0. Thus, our observations could be consistent with a moderate increase in overall cancer mortality-as suggested by a minority of previous reports 1 12 13 -but cannot be taken as conclusive without expansion of the cohort. Potentially increased cancer mortality-which would probably be cancelled out by survival benefits when alkylating agents are used to treat life threatening autoimmune diseases such as Wegener's granulomatosisis a clinically important consideration regarding the use of alkylating agents in non-lethal diseases such as ocular inflammation. Cyclophosphamide results were similar to the overall alkylating agent results. Additional data-especially regarding chlorambucil, for which we had a limited number of observations-are needed to better evaluate the overall and cancer mortality risk when these agents are given for inflammatory diseases.
Our data about the recently introduced TNF inhibitors were limited regarding the number of patients (about 200) and the duration of follow-up (median 2. 8 years). However, the large adverse effects we observed add to concerns that use of these agents may substantially increase overall and cancer mortality. A previous meta-analysis of randomised trial data, which showed increased risk of cancer with TNF inhibitor therapy with a dose-response pattern, 14 is consistent with our findings. However, our findings are inconsistent with those of four large observational studies of patients with rheumatoid arthritis over substantially longer periods 3 15-17 and one study of patients with Crohn's disease, 18 each of which found no increased overall cancer risk, with risk ratios close to 1.0. It has previously been proposed that TNF inhibitors may accelerate the clinical course of pre-existing but subclinical cancers, but may not initiate cancer.
14 If so, an initially increased risk of clinically manifest cancer should be diluted with a longer duration of follow-up, which would be consistent with the available publications and our results. Readers should recognise that our TNF inhibitor results are less robust than the results for the other agents. A large proportion of our patients treated with TNF inhibitors had associated systemic inflammatory diseases which may have increased their mortality risk. We had limited ability to conduct critical sensitivity analyses to verify our results, and the results are of marginal statistical significance in a study where multiple comparisons were performed. Therefore, we do not believe these results to be conclusive. However, the apparent strength of the observed adverse effects indicates a need for additional evaluation of the potential risks of these widely used agents, including further evaluation of the possibility that TNF inhibitors and alkylating agents in combination or in succession increase mortality risk, as has been suggested in a previous report. 26 In summary, our results suggest that methotrexate, azathioprine, mycophenolate mofetil, ciclosporin, dapsone, and systemic corticosteroids given to patients with ocular inflammatory diseases do not increase the risk of overall or cancer mortality. Alkylating agents did not significantly increase the risk of overall mortality, but our results could be consistent with a small to moderate increase in cancer mortality risk with these agents. Our findings suggesting substantially increased overall and cancer mortality after TNF inhibitor therapy should not be taken as conclusive unless supported by more data covering a longer period of time.
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WHAT IS ALREADY KNOWN ON THIS TOPIC
Few data are available about whether overall mortality or cancer mortality is raised after treatment with immunosuppressive agents for inflammatory diseases Some findings suggest that overall cancer incidence may be increased with alkylating agents and with tumour necrosis factor (TNF) inhibitors, but most reports suggest that it is not substantially raised with the other agents
WHAT THIS STUDY ADDS
Use of antimetabolites, T cell inhibitors, dapsone, and systemic corticosteroids does not seem to increase overall or cancer related mortality.
Use of alkylating agents was not associated with increased overall mortality, but cancer related mortality was non-significantly increased.
Preliminary data suggest that overall and cancer mortality may be increased with TNF inhibitors; these findings should be confirmed in additional studies in view of methodological limitations of our study for this drug class.
